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EEATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%2) DATE SURVEY
D PLAN OF CORRECTION IDENTIFIGATION NUMBER: | COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING ;
445295 - 10/25/2010
NAME OF PROVIDER OR SUPPLIER STREET AD[;:RES__S. CITY, STATE, ZIP CODE
OLSTON MANOR 3641 MEMORIAL BLVD
KINGSPORT, TN 37664
o SUMMARY STATEMENT OF DEFICIENCIES D [ | PROVIDER'S PLAN OF CORRECTION : (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEOED BY FuLL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE | compLETION
TAG ‘ REGULATORY OR LSC IDENTIFYING INFORMATION) * TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY) J
K 045! NFPA 101 LIFE SAFETY CODE STANDARD f K 045’
SS=E |
ll!umination_ of means of egress, including exit |
| discharge, is arranged so that failure of any single ‘ J
“ lighting fixture (bulb) will not leave the area in ' |
i c_farlgness. (This does not refer to emergency ;
lighting in accordance with section 7.8,)  19.2.8 K-045 ‘
] L. The outside light fixtures will be
i ireplaced with multiple bulb fixtures by
I | 111210, 1z jo
This STANDARD is not met as evidenced by: | T .
; Based on observation and interview, the facility & Lfr;;fz?z‘:ﬂcg ulzig i:iihﬁe‘?c‘fgld ©
failed to assure outside exits were lighted with J ‘practice : ]
multiple bulbs or fixtures, | - _ i
S ; . : i
The fmd"_"gs mclqde. ) ) r 3/ 'All 9 exits were checked on 10/25/10, |
O.bservatron and interview with the Maintenance 1 Only 6 of nine exits were not provided ‘
i Director, on on October 25, 2010 at 9:00 p.m ’ i with multiple bulb fixtures. !
‘ confirmed the outside lights at six (6) of nine ) :
exits were not provided with multiple bulbs o | & Exits will be checked to ensure
J fixtures. r compliance with lighting on routine
| { monthly maintenance rounds. Any
| negative findings will be reviewed in
‘ our Quality Assurance Meeting.
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LABORATORY DIRECTOR'S OR PROVIDER/SURPLER REPRESENTATIVE'S SIGNATURE i TITLE (X&) DATE
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